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ABSTRACT
Introduction: Alcohol misuse is a significant public
health problem with major health, social and economic
consequences. Systematic reviews have reported that
brief advice interventions delivered in various health
service settings can reduce harmful drinking. Although
the links between alcohol and oral health are well
established and dentists come into contact with large
numbers of otherwise healthy patients regularly, no
studies have been conducted in the UK to test the
feasibility of delivering brief advice about alcohol in
general dental settings.
Methods and analysis: The Dental Alcohol
Reduction Trial (DART) aims to assess the feasibility
and acceptability of screening for alcohol misuse and
delivering brief advice in patients attending National
Health Service (NHS) general dental practices in North
London. DART is a cluster randomised control
feasibility trial and uses a mixed methods approach
throughout the development, design, delivery and
evaluation of the intervention. It will be conducted in
12 NHS general dental practices across North London
and will include dental patients who drink above the
recommended guidance, as measured by the Alcohol
Use Disorders Identification Test (AUDIT-C) screening
tool. The intervention involves 5 min of tailored brief
advice delivered by dental practitioners during the
patient’s appointment. Feasibility and acceptability
measures as well as suitability of proposed primary
outcomes of alcohol consumption will be assessed.
Initial economic evaluation will be undertaken.
Recruitment and retention rates as well as acceptability
of the study procedures from screening to follow-up
will be measured.
Ethics and dissemination: Ethical approval was
obtained from the Camden and Islington Research
Ethics Committee. Study outputs will be disseminated
via scientific publications, newsletters, reports and
conference presentations to a range of professional
and patient groups and stakeholders. Based on the
results of the trial, recommendations will be made on
the conduct of a definitive randomised controlled trial.
Trial registration number: ISRCTN81193263.
INTRODUCTION
Alcohol misuse is a signiﬁcant public health
problem with major health, social and eco-
nomic consequences. Findings from the
latest Health Survey for England show that
approximately 24% of men and 18% of
women exceed the current Department of
Health alcohol consumption guidelines.1
The annual total cost of alcohol misuse to
the UK economy is thought to be around
£21 billion, including £3.5 billion per year in
direct costs to the National Health Service
(NHS).2
The identiﬁcation of people who are drink-
ing above the recommended guidelines and
the provision of brief advice by NHS primary
care professionals are important components
of an alcohol control strategy. National
Institute of Health and Care Excellence
(NICE) guidelines recommend that primary
care professionals should screen all patients
for alcohol misuse.3 A variety of screening
questionnaires have been developed for use
in primary care settings including the
Alcohol Use Disorders Identiﬁcation Test
(AUDIT); a shorter version of AUDIT
Strengths and limitations of this study
▪ The brief alcohol advice intervention has been
modified and applied for the first time to the
setting of a National Health Service (NHS)
general dental practice.
▪ The training programme was designed after
extensive consultation with key stakeholders and
was tailored to address the needs and circum-
stances of NHS dental professionals and their
patients.
▪ This feasibility study will inform the design of a
future definitive evaluative study.
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containing the ﬁrst three questions (AUDIT-C); Fast
Alcohol Screening Test (FAST) and the Modiﬁed-Single
Alcohol Screening Question (M-SASQ). A systematic
review has shown that formal screening tools are reliable
and valid for detecting alcohol misuse among patients
attending primary care services.4 Brief interventions can
take as little as 5–10 min to deliver and evidence sug-
gests a single session is as effective as multiple sessions.5
Numerous systematic reviews and meta-analyses have
reported positive outcomes of brief interventions deliv-
ered in various health service settings to reduce harmful
drinking. The most recent Cochrane review of brief
interventions reported signiﬁcant reductions in weekly
drinking at 1 year follow-up.5
The links between alcohol and oral health are well
established. Most importantly these include increased
risk for oral cancers, with and without the synergistic
effect of smoking,6 and for dental trauma (fractured
teeth) and facial injury either through accidental falls,
road trafﬁc accidents or interpersonal violence.7 In add-
ition, excessive alcohol use is also associated with loss of
tooth surface through dental erosion,8 halitosis and
tooth staining.9 10 In light of this, various policy guide-
lines have advocated the need for dental professionals to
screen and provide brief advice to their patients.11 12
Unlike many other parts of the NHS, a signiﬁcant pro-
portion of the general population routinely visits a
dentist for check-ups and dental treatment. Data from
the 2009 national Adult Dental Health Survey showed
that 77% of adults in England reported having seen a
dentist in the past 2 years.13 Dental professionals are
therefore well-placed to provide brief alcohol interven-
tions to the general adult population, many of whom
may not have come into routine contact with other
health professionals. Despite the serious implications of
excessive alcohol intake on oral health and the potential
of addressing the issue during a dental visit, very few
studies have assessed the value of brief alcohol advice
delivered by oral health professionals to their patients.
A limited body of research has been conducted on the
use of certain screening tools to assess the prevalence of
high-risk drinking among dental patients. Two clinical
audits assessing the completion of an alcohol consump-
tion question (How many units of alcohol do you
consume each week?) in a standard medical history form
used in the emergency clinic at the university dental hos-
pital in Cardiff, found that the question was either com-
pleted incorrectly, or not used at all. In the second audit,
the M-SASQ question (How often do you have eight or
more standard drinks if male, or six or more standard
drinks if female, on one occasion?) was answered more
often and resulted in more patients receiving alcohol
advice compared to the standard question.14 A Scottish
study using the AUDIT screening tool reported that 31%
of dental patients were drinking at harmful levels,15 while
a US study found that 25% of dental patients in an emer-
gency walk-in dental clinic were drinking at hazardous
levels based on scores from the AUDIT-C tool.16 To date,
there are no studies in the UK that assess the prevalence
of higher risk drinking using the AUDIT-C questionnaire
in general dental practices.
A limited number of randomised controlled trials have
investigated the effectiveness of brief advice interventions
in clinical dental settings, using dental care professionals
rather than dentists. A randomised controlled trial in
Cardiff used a nurse-led brief intervention utilising motiv-
ational interviewing with young males who were treated at
an oral and maxillofacial surgery outpatient clinic for
alcohol related facial injury and demonstrated a signiﬁcant
reduction in alcohol consumption in the intervention
group compared to the controls at 12 months follow-up.17
The study results were replicated in a larger sample of
men and women at three oral and maxillofacial surgery
outpatient clinics in the West of Scotland with a signiﬁcant
reduction in days of drinking and heavy drinking in the
intervention group compared to the control group at
12 months follow-up. The patients with the highest alcohol
consumption beneﬁted the most from the intervention.17a
The team also demonstrated that the nurse-led brief
motivational intervention was feasible in a maxillofacial
trauma clinic.18 In the USA, a small scale motivational
interviewing intervention with additional personalised
feedback delivered by hygienists in dental practices
demonstrated a signiﬁcant reduction in total drinks per
week in the intervention practices compared to controls at
6 months follow-up.19 However, there have not been any
randomised controlled trials of brief alcohol advice in the
UK undertaken in primary dental care, the setting where
the vast majority of dental patients are seen.
Exploratory work has, however, revealed that general
dental practitioners are reluctant to engage with patients
about alcohol due to lack of conﬁdence in discussing the
subject and concerns that this may adversely affect the
practitioner–patient relationship.20 More research is
needed to determine the potential effectiveness of pro-
viding brief advice on alcohol misuse in general dental
practice. In line with Medical Research Council (MRC)
guidance on the development and evaluation of complex
interventions, before conducting a deﬁnitive trial it is
necessary to undertake a feasibility study21 in order to
access the acceptability of the study components and
intervention to patients and dental professionals.
AIMS AND OBJECTIVES
The Dental Alcohol Reduction Trial (DART) study
aimed to assess the feasibility and acceptability of screen-
ing for alcohol misuse and delivering brief advice to
patients attending NHS general dental practices in
North London.
The study objectives were:
▸ To explore the views of dental professionals and
dental patients on the relevance and importance of
alcohol misuse to oral health, as well as the accept-
ability of screening and providing brief alcohol advice
in general dental settings.
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▸ To develop and evaluate a brief alcohol advice inter-
vention tailored for use in NHS general dental prac-
tices and to assess through a process evaluation the
feasibility and acceptability of the intervention to
patients and dental professionals.
▸ To assess the feasibility of the main trial methodology
including the use of a screening tool, subject recruit-
ment and retention, and data collection procedures
including economic evaluation to inform the future
design of a deﬁnitive randomised controlled trial.
METHODOLOGY
The DART study comprises of two phases:
▸ The developmental phase which involved separate
focus groups with dental professionals and dental
patients. This phase informed the development of
the training programme and intervention for the
main phase of the trial.
▸ The feasibility trial which involved: (A) engagement
and recruitment of dentists, (B) training dental
teams on research governance (control and interven-
tion arms) and on how to deliver alcohol brief advice
(intervention arm), (C) participant recruitment, (D)
data collection (baseline and 6 months follow-up
data), (E) process evaluation including assessment of
intervention ﬁdelity, acceptability to participants
and dental professionals and feasibility of cost-
effectiveness evaluation.
TRIAL REGISTRATION
The study is registered as a primary clinical trial
(ISRCTN number: 81193263).
STUDY DESIGN, SETTING AND POPULATION
The DART study is a cluster randomised control feasi-
bility trial and uses a mixed methods approach
throughout the development, design, delivery and
evaluation of the intervention. The trial took place in
general dental practices across North London
(Islington, Camden, Haringey, Brent, Barnet, Enﬁeld
and Redbridge). The study timeline is presented in
ﬁgure 1.
DEVELOPMENT OF THE INTERVENTION
Developmental phase
The developmental phase of the study involved the com-
pletion of ﬁve focus groups; two with dental profes-
sionals and three with dental patients. Recruitment for
the developmental phase started in December 2013.
The discussions explored dental teams’ understanding
and views of the importance of alcohol misuse in rela-
tion to oral health; perceived extent of alcohol misuse
among patients; dental professionals’ attitudes towards
screening, providing advice, and referral when neces-
sary; acceptability and barriers of engaging in alcohol
screening and advice; best ways of delivery; and also per-
ceived training and support needs.
Similarly, discussions with dental patients explored
their views on the relevance of alcohol to oral health
and dentistry, acceptability of dental teams enquiring
about alcohol intake and offering advice, views on the
best ways for dental teams to approach the subject and
provide advice and support, and on suitable information
for participants in the group not receiving the interven-
tion. The information gathered during these discussions
was used to design the intervention.
Figure 1 DART study timeline.
DART, The Dental Alcohol
Reduction Trial.
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RECRUITMENT OF DENTAL PRACTICES
NHS dental practices were recruited into the study
through a number of complementary ways. The princi-
pal investigator along with the research team had
already established excellent links with a number of
dental practices across North London, which had partici-
pated in previous research studies and had expressed
interest in being involved in future research. In addition
a mail was sent out to all NHS dental practices in the
selected areas of North London and interested practices
then visited by the principal investigator. Finally, a snow-
balling recruitment method was also used with dental
professionals already engaged in the study recommend-
ing other colleagues who might be interested in partici-
pating in the research.
Randomisation and blinding
To avoid risk of contamination, dental practices were
randomised to intervention and controls. Lists of all the
dental practices which expressed interest in participating
in the trial were compiled and equal numbers allocated
to each arm of the trial using simple randomisation. A
member of staff not involved in data collection or deli-
vering the intervention was responsible for allocating
dental practices to groups. The researchers collecting
the 6-month follow-up data will be masked to the prac-
tices’ allocation status.
Dental teams’ training and support
All members of the dental teams who participated in the
study (reception staff and dental professionals) at each
practice were trained in research governance issues. This
included how to introduce the study to potential partici-
pants, recruitment strategies, obtaining verbal and
written consent, data collection procedures, conﬁdenti-
ality and data storing/handling.
All dentists from the intervention practices attended a
6 h training course over 2 days (table 1). The training
sessions were run by the research team and an experi-
enced alcohol trainer (RS), who has successfully deliv-
ered similar training to other healthcare professionals.
The sessions were highly interactive with a combination
of role plays and other exercises.
The ﬁrst session provided the participants with essen-
tial theoretical knowledge on issues around alcohol,
including its epidemiology, public health burden and
links to oral health. Key terminology was deﬁned (units
of alcohol, current guidelines of alcohol consumption
and levels of risk), followed by an introduction to raising
the issue of alcohol and using the AUDIT-C screening
Table 1 Alcohol brief advice: training session plan
Training components Description
Pretraining questionnaire Assessment of the practitioners’ knowledge skills and attitudes towards providing
alcohol advice in dental settings
Background epidemiology of alcohol Building the practitioners’ theoretical knowledge on alcohol epidemiology, nationally
and locally
Link of alcohol with health and social
problems
Reviewing the impact of alcohol on the individual and the wider environment
including financial burden to society and health services
Links between alcohol and oral health Reviewing theoretical knowledge on the links between alcohol and oral health
Defining core terminology Introduction to units of alcohol, current guidelines on drinking for men and women as
well as defining levels of risk
Exploring the role of dental teams in
providing alcohol brief advice
Identifying practitioners’ initial concerns regarding providing alcohol brief advice and
explaining how the training programme will address these
Raising the issue of alcohol Introducing the issue of alcohol in an appropriate manner in dental settings
The use of AUDIT-C screening tool Theoretical background to the AUDIT-C tool and scoring system
Delivering brief advice Video of GP delivering brief advice using the modified tool. Analysis of each part of
the modified tool and the general leaflet
Tailoring advice for dental patients Introducing specific skills in making the alcohol screening and brief advice relevant
to the dental patient
Practising delivering brief advice Role play which includes introducing the issue of alcohol, going through the
AUDIT-C questionnaire and delivering brief advice using the tool to a series of
compliant and resistant patients
Signposting services Explaining the referral process and the way the issue of referral can be arisen with
dental patients
Post-training questionnaire Assessment of the practitioners’ knowledge skills and attitudes towards providing
alcohol advice in dental settings
Next steps Introducing the next parts of the DART study and arranging research governance
training at each individual practice
Close Summary and Q&A session
AUDIT-C, the Alcohol Use Disorders Identification Test; DART, The Dental Alcohol Reduction Trial; GP, general practitioner; Q&A, question
and answer.
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tool. Exercises included estimating alcohol units in
various popular alcoholic drinks and determining
patients’ AUDIT-C score using real-life scenarios. During
the second session, dental professionals were introduced
to a speciﬁcally modiﬁed version of the brief advice tool
tailored to oral health. Using role-plays of increasing
complexity, dentists learnt how to raise the issue of
alcohol with their patients, go through the AUDIT-C
tool, provide feedback based on the AUDIT-C score and
then proceed with delivering brief advice. Concerns and
barriers to delivering the intervention were explored
and addressed. Area speciﬁc information on local
alcohol services for referral was also provided to each
practice. The training programme was evaluated using a
pretraining and post-training questionnaire which
assessed participants’ knowledge, skills and attitudes
towards screening for alcohol misuse and providing pre-
ventive advice.
PATIENT RECRUITMENT, CONSENT AND DATA COLLECTION
PROCEDURES
Different patient recruitment approaches were used by
the dental professionals in the participating practices.
Some practices used a targeted approach based on their
knowledge of their patients, and others approached all
patients attending for treatment during the recruitment
period. Recruitment for the main trial phase began in
May 2014. Dental staff at each participating dental prac-
tice were trained and briefed on effective ways of
approaching potential participants.
Inclusion criteria
Patients were eligible to take part in the study if they
consumed alcohol above the current recommenda-
tions22 as assessed by the Audit-C screening tool, were
aged 18 years or above, attended the dental practice and
were able to speak, read and write in English sufﬁciently
to complete the study questionnaires/interviews.
Exclusion criteria
In addition, participants were excluded if they were
already involved in a research study conducted in the
dental practice and if they were already seeking or
receiving help for alcohol dependence.
Screening
From our exploratory work, it was ascertained that com-
pared to the M-SASQ and FAST alcohol screening ques-
tionnaires, the AUDIT-C questionnaire23 was considered
preferable by dental professionals and patients in terms
of the time needed to complete the instrument and the
nature of the questions included. The AUDIT-C is an
effective and practical screening tool for detecting
alcohol misuse in primary care settings.24 25 To mask
the focus on alcohol particularly for the participants in
the control group, the screening questionnaire also
included some more general lifestyle questions on diet
and smoking, in addition to the AUDIT-C alcohol
questions.
Patients who expressed an interest in participating in
the study completed the screening questionnaire, which
was then given to the dentist in order to ascertain eligi-
bility for the study. A score of 5 or above in the
AUDIT-C questions indicates drinking levels above the
current recommendations and therefore eligibility to
enter the study.12 After eligibility was ascertained, the
dentist introduced the study. In the control arm the
study was introduced as a lifestyle survey with no speciﬁc
mention of alcohol. In the intervention arm, the study
was introduced as a lifestyle survey but with a focus on
alcohol in particular.
Consent
Consent to participate was obtained in a two-stage
process. Dental staff obtained verbal consent to screen
participants using the AUDIT–C measure. Patients who
obtained a positive AUDIT-C score were invited into the
trial. Information sheets explained the details of the
study and any queries were addressed at this point. If
the participants were happy to continue, written consent
was obtained at this point by the dental professional.
BASELINE MEASURES
All eligible and consenting participants were asked to
complete a short baseline questionnaire which com-
prised of basic demographic questions (age, sex and
education level) and the EuroQoL ﬁve dimensions ques-
tionnaire (EQ-5D).26 The EQ-5D-5 L is a quality of life
measure used extensively in economic evaluations. The
tool divides health status into ﬁve dimensions (mobility,
self-care, usual activities, pain/discomfort, and anxiety/
depression). Each of these dimensions has ﬁve possible
levels giving 3125 possible health states.
FOLLOW-UP MEASURES
Six months after the completion of baseline measures,
all participants will be contacted via telephone by a
researcher masked to the participant’s allocation status.
The full AUDIT tool will be administered.24 Alcohol
consumption in the last 90 days will also be collected
using the Form 90.27 This validated alcohol consump-
tion tool provides a detailed day-by-day account of
alcohol use in the 90 days prior to the interview. As in
baseline, the health-related quality of life EQ-5D
measure will also be completed26 along with a short
patient satisfaction questionnaire on services received at
the dental practice.
BRIEF ALCOHOL ADVICE
Eligible participants attending the intervention prac-
tices were given up to 5 min of simple, structured, brief
advice using a modiﬁed version of the brief advice tool
‘Brief advice about alcohol risk’ which was developed
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for the Screening and Intervention Programme for
Sensible drinking (SIPS) study28 and is based on the
Simple Structured Advice intervention tool and part of
the UK version of the WHO collaborative Drink-Less
brief intervention programme.29 This form of brief
advice was shown to be as effective as more intensive
and time consuming alcohol counselling.5 The inter-
vention was tailored for use in a dental setting by high-
lighting the potential harm alcohol may cause to oral
health. To support and reinforce the advice, the
Change for Life leaﬂet ‘Don’t let fdrink sneak up on
you’ was also given. The leaﬂet contained user friendly
and concise information on the health risks of alcohol
misuse, guidance on units and information on support
services. Participants who scored above 10 on the
AUDIT-C questionnaire were additionally given infor-
mation on local alcohol services for advice and help.
In the control practices, eligible participants received
standard oral healthcare and were initially given an oral
cancer prevention leaﬂet which included brief guidance
on reducing alcohol intake and stopping smoking. After
all the follow-up data are collected, they will then also
be offered the 5 min brief advice and given a copy of
the Change for Life leaﬂet. A summary ﬂow chart of the
study process in control and intervention practices can
be found in ﬁgure 2.
OUTCOMES
We will measure recruitment and retention rates as well
as practicality of engagement with dental practices, ﬁdel-
ity of delivery of the intervention and general acceptabil-
ity of the study procedures from screening to follow-up.
In addition, we will also assess if outcome measures pro-
posed for the main trial could successfully be collected.
The proposed primary outcome of the full trial is the
score on the full AUDIT questionnaire, with a cut-off of
8 or more as used in the SIPS programme.23 Proposed
secondary outcomes include mean weekly units of
alcohol consumed during the previous 90 days using the
Form 9027 average drinks (8 mg of pure ethanol) per
day, health-related quality of life measure using EQ-5D26
for the economic evaluation calculations, and questions
relating to satisfaction with dental services taken from
the Adult Dental Health Survey 2009.13 Rates of data
completeness for the proposed outcomes will also be
evaluated.
SAMPLE SIZE
For feasibility studies a detailed sample size calculation
is neither appropriate nor necessary. The primary aim of
conducting feasibility trials is to provide data to inform
power calculations for a future larger scale trial.30
Based on pragmatic considerations it was estimated
that 12 dental practices were required with a sample of
240 participants at baseline—20 participants per prac-
tice. Assuming a 30% drop out rate this would give a
sample of 168 participants at the 6 months follow-up.
This ﬁgure was deemed to be reasonable as the average
dental practice has approximately 1500 adult patients of
whom approximately 25% were drinking at higher risk
levels15 and if 60% of the patients screened agreed to
participate.
No published studies have reported the effect of brief
advice provided in general dental practice. The variance
in the proposed primary outcome for the deﬁnitive trial
(AUDIT score at 6 months) will be used in conjunction
with recruitment and follow-up rates as well as an esti-
mate of the intraclass correlation coefﬁcient (and 95%
CIs) in order to calculate the sample size for the deﬁni-
tive trial.
PATIENT AND PUBLIC INVOLVEMENT
To ensure that the study was relevant and informed by
patient experience, a dental patient research forum was
established in one of the dental practices involved in the
study. The principal dentist invited a diverse mix of
dental patients to join the forum. Semistructured discus-
sions took place with the forum members. These discus-
sions were facilitated by the patient and public
involvement co-investigator (CG) and members of the
study team. The forum was consulted on a variety of
practical aspects of the study, such as the design of
recruitment materials and data collection question-
naires, the best ways to introduce the study to potential
participants, suggestions on retention of the study
sample and effective follow-up methods. The group also
assisted with piloting the data collection questionnaires
once they were ﬁnalised.
DATA MONITORING PROCEDURES
The research team developed a comprehensive monitor-
ing system with monthly visits to the dental practices to
collect the screening and baseline questionnaires and to
ascertain if recruitment and data collection were going
well. Visit checklists were designed and completed at
each visit and feedback emails were sent when deemed
useful for the practitioners.
PROCESS EVALUATION
The process evaluation will consist of a mixed method-
ology using both qualitative and quantitative methods.
This will include an assessment of the recruitment pro-
cedures, satisfaction among participating dental patients
and dental teams, and intervention ﬁdelity.
Intervention fidelity
All dentists at the intervention practices were asked to
complete a ﬁdelity form for each patient who received
the brief intervention to ensure that the intervention
was delivered consistently. The form was based on a
checklist used in a previous trial,31 covered all compo-
nents of the brief advice delivered, and included a ques-
tion asking how long it took to deliver the intervention.
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Interviews with patients and dental professionals
Face to face individual interviews will be held in the inter-
vention and control dental practices to gain an under-
standing of the dental professionals’ experience and
views of the study. Dentists and reception staff who were
directly involved with the recruitment and data collection
process will be interviewed by the research team on an
individual basis. The discussions with the intervention
practices will assess views on the recruitment procedures,
value and relevance of the alcohol brief advice training,
the appropriateness of delivering advice on alcohol in
the dental practice and overall perceptions surrounding
participation in research. In the control practices, the dis-
cussions will focus on the study protocol procedures
namely the challenges and facilitators in recruiting
dental patients for the study and the data collection
Figure 2 DART study flowchart. AUDIT-C, the Alcohol Use Disorders Identification Test; DART, The Dental Alcohol Reduction
Trial.
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process. In addition, dentists in the control arm will be
asked if they would ﬁnd the training for delivering
alcohol advice relevant and useful to them.
The experience of participants will also be evaluated
through individual telephone interviews and will focus
on their experiences of the study (the recruitment and
data collection process, their thoughts on the delivery of
the alcohol brief advice by the dentist, whether the
advice had an impact on their alcohol consumption)
and general perceptions around participating in
research. Members of the research team will also be
interviewed one-to-one by an external interviewer, dis-
cussions surrounding recruitment of dental practices,
training of dental teams and general perceptions of the
organisation of the study will be carried out.
PLANNED DATA ANALYSIS
We will assess key feasibility parameters, such as recruit-
ment and retention rates, number of participants
screened in order to assess eligibility, the practicalities of
screening and delivering the intervention in dental set-
tings, in order to inform the acceptability of the study
procedures in both patients and dental professionals.
The study instruments will be evaluated in terms of ease
of administration as well as acceptability by participants
in order to inform their suitability for the main trial.
Descriptive analysis of the proposed main outcome
measure (AUDIT score) will provide a SD which will be
subsequently used in the sample size calculation for the
deﬁnitive trial.
The process evaluation interviews with dentists, dental
teams, dental patients and members of the research
team involved in the study will be transcribed and
coded, classiﬁed and organised into main themes using
thematic analysis.
A decision to process to the full scale study will be
based on recruitment of at least 85% of the planned
sample within the allocated time, completion of primary
outcome follow-up interviews with no less than 75% of
participants and receipt of brief advice by at least 60%
of those randomised to the intervention arm.
DISCUSSION
Alcohol misuse remains a major health and social
problem in the UK affecting a signiﬁcant proportion of
the population. Excessive alcohol consumption adversely
affects oral health in a variety of ways, but currently most
dentists do not ask their patients about their alcohol
intake or provide any advice to those that require
support. Indeed, many health professionals lack the
necessary knowledge and conﬁdence to discuss alcohol
misuse with their patients.32 Previous studies have shown
that dentists were also concerned about their lack of
knowledge in this ﬁeld and worried that they might
alienate their patients by raising the topic of alcohol.20
Dentists working in primary care are, however, in an
ideal position to offer brief advice to their patients,
many of whom will not have contact with any other
health professional. Despite this opportunity very few
studies have developed and evaluated alcohol brief
advice interventions in primary dental care settings.
This paper has described the study methodology and
intervention design for an alcohol screening and brief
advice intervention delivered in NHS dental practices in
North London. The comprehensive feasibility study will
provide detailed insights into the development, imple-
mentation and evaluation of the alcohol intervention
which will inform the design of a future deﬁnitive trial.
Findings from the initial exploratory phase of the study
will help ensure that the intervention training pro-
gramme and resources are tailored to the needs and cir-
cumstances of NHS dental professionals.
Furthermore, the feasibility trial will explore the logis-
tics and practicality of delivering brief advice to dental
patients in a NHS dental setting. The planned process
evaluation will determine the acceptability of the inter-
vention to dental professionals and patients. These
implementation and feasibility issues will be explored in
depth as they will likely inﬂuence uptake of this
approach in primary dental care. The comprehensive
methodology of this study will provide useful data on
this important and under researched topic and provide
evidence which will inform primary dental care practice
in and outside of the UK.
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